
 HEALTH LICENSING OFFICE 

 

1430 Tandem Ave. NE, Suite 180, Salem, OR, 97301 
Phone: 503-378-8667 | Fax: 503-370-9004 
www.healthoregon.org/hlo | Email: hlo.info@state.or.us  

COMPLAINT FORM 
(NOTE: Do not use this form for complaints against a Direct Entry Midwife – See Direct Entry Midwifery Complaint Form)   

SELECT REGULATORY BOARD:  
 ADVANCED ESTHETICIANS 
 ATHLETIC TRAINERS 
 BEHAVIOR ANALYSIS 
 COSMETOLOGY 
 DENTURE TECHNOLOGY 

 LICENSED DIETITIANS 
 ELECTROLOGY/BODY ART 
 ENVIRONMENTAL HEALTH 
 HEARING AID DEALERS 
 NURSING HOME ADMINISTRATORS 

 MUSIC THERAPY 
 RESPIRATORY THERAPIST/POLYSOMNOGRAPHIC 
TECHNOLOGIST 

 SEX OFFENDER TREATMENT 

 

Complaint Against 

NAME OF BUSINESS  

       

NAME OF INDIVIDUAL  
      

LICENSE NUMBER (if known) 
      

STREET ADDRESS 

      

CITY 

      
STATE 

   
ZIP 

      

ADDITIONAL LOCATION INFORMATION (if any) 

      
DATE of INCIDENT 

      

HOME PHONE 

      
WORK PHONE 

      
CELL PHONE 

      

EMAIL ADDRESS (if applicable) 

      

WEB ADDRESS (if applicable) 

      

Nature / Description of Complaint / Affected Person(s) (attach additional pages if necessary) 

      

Person Filing Complaint  

NAME  

      

DATE 

      

PHYSICAL ADDRESS 

      
CITY 

      
STATE 

   
ZIP 

      

MAILING ADDRESS 

      

CITY 

      

STATE 

   

ZIP 

      

HOME PHONE 

      
WORK PHONE 

      
CELL PHONE 

      

EMAIL ADDRESS (if applicable) 

      

Signature:  

The Health Licensing Office has no authority to require licensees to refund money to their clients. The office only has authority to investigate and take 
action when violation of Oregon Revised Statutes or Oregon Administrative Rules is proven. 
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